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A 42-year-old Iraqi woman with hypertension, peptic ulcer
disease, and metastatic carcinoid disease presented to the
emergency department (ED) with right upper quadrant pain
and subjective fevers following chemoembolization for a
neuroendocrine tumor of the liver diagnosed by biopsy in
Iraq in 2000. The patient had undergone chemoembolization
with polyvinyl alcohol particles 3 weeks prior to arrival. Two
days following the embolization, because of concern for
acute cholecystitis, the patient underwent a right upper
quadrant ultrasound. The ultrasound demonstrated a small
amount of sludge with no significant gallbladder wall
thickening. No detectable blood flow was identified in
the anterior gallbladder wall, which was concerning for
gallbladder wall ischemia. Following improvement in pain
and tolerating a regular diet without difficulty, she was
discharged home. She returned to the ED exactly 3 weeks
following her procedure. Her exam demonstrated diffuse
abdominal tenderness, greatest to palpation in the right
upper quadrant. Her laboratory values were unremarkable
except an elevated alkaline phosphatase of 231. She
underwent a repeat right upper quadrant ultrasound, which
demonstrated a partially collapsed gallbladder with a
fenestration in the fundus and associated fluid collection,
consistent with gallbladder perforation (Fig. 1). She was
t a k e nt ot h ei n t e r v e n t i o n a lr a d i o l o g ys u i t ea n du n d e r w e n t
the placement of a percutaneous cholecystostomy tube.
Three months later, due to persistent pain in the right
upper quadrant despite repeated catheter changes, a
cholecystectomy was performed. Pathology showed acute
and chronic cholecystitis with necrosis. The patient now
reports much improvement in her symptoms.
Emergencyphysiciansshouldhaveanunderstandingofthe
possible complications of chemoembolization. The most
common complication is postembolization syndrome, which
occurs in up to 90% of patients. Nausea, vomiting, abdominal
pain and fever are characteristic. Fever should typically be
low grade and last 1 week [1]. Gallbladder infarction is rare
and reported at 1.1% [2]. Though guided by the patient’s
history, an emergency physician should have a low threshold
for ancillary radiographic imaging to rule out possible
complications, some of which may be fatal if missed.
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Fig. 1 Long view of gallbladder showing fenestration and pericho-
lecystic fluid
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